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G 000 INITIAL COMMENTS G 000

 This visit was for a home health initial Medicaid 

certification  survey.

Facility:  12801

Medicaid Vendor #:  N/A.

Dates of Survey:  May 22, 23, and 24,  2012.

Number of records reviewed:  05

Number of active records reviewed:  04

Number of closed records reviewed:  1

Surveyor:  Janet Brandt, RN,PHNS.

Star Home Health Services was found to be in 

compliance with the Conditions of Participation 42 

CFR Part 484. 

Quality Review: Joyce Elder, MSN, BSN, RN

May 29, 2012
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